Introduction
The glaucomas are a group of progressive optic neuropathies associated with characteristic structural changes at the optic nerve head (cupping) and corresponding visual field defects. The main modifiable risk factor for glaucomatous optic neuropathy is increased intraocular pressure (IOP). The aims of assessment are:
• accurate diagnosis • identification of the cause of increased IOP, if applicable
• quantification of the level of glaucoma damage and functional impairment.
Although there are many possible causes of glaucoma (e.g. trauma, inflammation, previous surgery, or an inherited tendency), it is usually possible to identify the mechanism of elevated IOP by careful history taking, anterior segment examination, and optic disc assessment using a slit lamp. After assessment, the clinician can group the glaucomatous optic neuropathies into three main categories: primary open-angle glaucoma (POAG), primary angle-closure glaucoma (ACG), and secondary glaucomas (including pseudoexfoliation, pigmentary, uveitic, lensinduced, neovascular, steroid-induced and traumatic).
As a group, the glaucomas are chronic, life-long diseases, and it is therefore essential to collect and record clinical data accurately so that patients with progressive disease or who develop other ocular pathology can be identified at an early stage.
History
Taking a careful history helps in two ways: Figure 1 ). 4 Shine the slit lamp beam from the side at the peripheral part of the cornea and iris (the limbus), where the anterior chamber and iris are just visible. The light must be perpendicular to the temporal limbus, as close as possible to the limbus. 5 View the anterior chamber from the nasal side. 6 Compare the depth of the anterior chamber with the peripheral corneal thickness ( Figure 2 ).
If the depth of the temporal limbal chamber is less than a quarter of the peripheral corneal thickness, then there is a high likelihood (around 84%) that the person has an occludable angle in that eye. If the thickness of the temporal limbal chamber is less than 5% of the depth of the chamber, the likelihood that it is angle-closure glaucoma increases to around 91%. There are two types of indirect goniolenses.
The Goldmann lens needs a coupling fluid. When indenting, the patient has to look towards the mirror. It gives clear views of 360° of angle with rotation. The four-mirror goniolens does not require a coupling fluid. Indentation can be performed in primary gaze, but the lens is unstable on the cornea. Corneal folds therefore develop easily and may reduce the clarity of angle structures. 
Visual fields
Testing visual fields to confrontation with a red target (see page 68) can detect significant visual field defects. Simple measures such as tangent screen testing can be effective. Accurate assessment of visual field defects requires visual field perimetry: manual (Goldmann) or automated (Humphrey) perimetry techniquesgive detailed visual field data. The results of these are dependent on the experience and skill of the person doing the tests, however.
Slit lamp examination of the anterior segment
A systematic examination of the anterior segment ensures that all important clinical signs are observed.
Gonioscopy is very helpful, however, if a gonioscope is not available, the depth of the limbal anterior chamber can be estimated by Van Herick's test (see the panel opposite). See Table 1 overleaf for a standardised glaucoma assessment tool. Our product line consists of tonometers, specialized instruments for measuring Intra Ocular Pressure (IOP) with unique, patented rebound technology without anaesthesia.
A D V E R T I S E M E N T
to assess it in cases of suspected glaucoma. Gonioscopy contributes answers to two questions: 
Tonometry
Accurate IOP measurement together with optic disc assessment is the backbone of diagnosis and management of glaucoma. IOP can be measured with applanation tonometry; this is still the gold standard, but it is difficult to get accurate readings unless the examiner is experienced. 1 The applanation tonometer also needs to be calibrated regularly. Other instruments for measuring IOP include the Schiotz tonometer, the tonopen, and the non-contact 'airpuff' tonometer. Rebound tonometry may be also an alternative if applanation tonometry is not available, and is very useful in children or at mobile clinics. 2 Normal IOP is below 21 mmHg. However, be aware that patients who return for follow-up visits may remember to use their eye drops just before they come to the clinic, so that theassessed; ir IOP appears to be controlled. This means that the optic disc and visual fi elds must also be assessed; do not rely on IOP alone.
Ophthalmoscopy of the optic disc
Glaucomatous changes to the optic nerve head are central to diagnosing glaucoma and its progression. See page 55 for a detailed guide to identifying a glaucomatous optic nerve head.
Summary
Identifying and documenting the cause of glaucoma, as well as the resulting structural changes and functional loss, are key steps in assessing a patient with glaucoma. They allow the clinician to determine if there are any specific modifiable factors and provide information on the severity of the disease to guide the management decisions.
